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REQUEST FOR NAME CHANGE ONLY

I nstructions

When thereisa name change, documentation must be provided: i.e., copy of marriage
certificate, divorce decree or court order.

SECTION |
1. My reason for making this application is as follows:

SECTION 11
1. My name in full as it appears on the records of The Committee on Dental Auxiliaries is

Residence Address:

Business Address:

Telephone- Home: () Work: ()
Date of Birth:

I am the person named and the lawful holder of License number :

or must give the Committee your Social Security Number:
REGISTERED DENTAL ASSISTANT

REGISTERED DENTAL HYGIENIST

REGISTERED DENTAL ASSISTANT EXTENDED FUNCTIONS
REGISTERED DENTAL HYGIENIST EXTENDED FUNCTIONS
RADIATION SAFETY CERTIFICATE
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| HEREBY CERTIFY AND/OR DECLARE UNDER PENALTY OF PERJURY THAT THE FORGOING
IS TRUE AND CORRECT.

SIGNATURE DATE

3/29/2005
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